The conclusions of confidential inquiries into 115 registered unexpected infant deaths over a period of nine years were reviewed. Deaths were classified based on the total information available into group A: poor prognosis (n=7
Confidential inquiries have been undertaken into all maternal deaths in pregnancy in this country since 1929 and are valuable.' Many centres now undertake inquiries in varying detail into perinatal mortality and this data is collated by the National Perinatal Epidemiology Unit.2 Despite recommendations that confidential inquiries into early childhood deaths should be undertaken by all health authorities, 3 4 the publication of a proposed structure for such inquiries,5 and the conclusion that these inquiries would constitute a valuable form of audit,6 most health authorities still do not study all early childhood deaths. This opinion is endorsed by the recent report of the Social Services Committee. 7 A survey of 244 postperinatal deaths in Scotland between 1979 and 1981 showed that 'cot deaths' constituted 44% of reported deaths in the age group 1 week to 2 years, and that 11 of 108 such deaths were fully explained and 45 were partially explained.8 During 19769 a multicentre study (funded by the DHSS)9 of nearly 1000 early childhood deaths in eight centres divided postperinatal deaths into two groups, those with evidence of terminal disease and those without. It was found that death certificate entries were often in conflict with clinical and pathological evidence, and that those infants who died without evidence of terminal disease were younger and epidemiologically more comparable with controls than those who had terminal disease, and that some unexpected infant deaths were potentially preventable.
Confidential inquiries into all postperinatal deaths in Sheffield have been undertaken since 1973 .1O Since the completion of the DHSS multicentre study in 1979 we have developed a system of confidential inquiries into postperinatal deaths that is probably more detailed than any other in this country. It includes a home visit by one of three paediatricians, and a case discussion held in the family doctor's surgery when data collection is complete. The whole background of both parents is explored as well as all the children's illnesses. Deaths are classified in terms of possible preventability." l In 1988 we showed that over the preceding eight years there had been a decline in the number of babies dying during the course of potentially treatable illnesses, and an increase in the number of deaths that are probably the result of several factors in which only minor illness is present. 2 We now report detailed studies of 115 registered unexpected infant deaths in infants aged 1 week-I year classified in terms of their possible preventability and relate these findings to our statistically derived identification of children at risk of unexpected death.
Subjects and methods
A confidential inquiry was undertaken into the deaths of all children between the ages of 1 week and 5 years whose parents were resident in Sheffield, with the exception of those in which a parent or guardian was charged with an offence. All deaths in the age group 8 days to 1 year and registered as 'unexpected death in infancy' were included in the study. Control data about the family and their background was taken from the confidential inquiries into deaths from congenital heart disease. Deaths were reported to the unit from hospitals that have paediatric beds, and by the mortuary technicians for deaths in the community, and were checked by reference to the Registrar's weekly returns. Questionnaires were completed from obstetric and paediatric records, and by the family doctors and health visitors. Independent information was obtained at home visits undertaken by one of the doctors concerned in the study. Each home interview lasted about two hours, and often took place in the evening to allow a working father to be present. The results of a full necropsy carried out by a paediatric pathologist were made available, and further information was obtained from special units or social services if indicated. Each inquiry culminated in a case discussion held in the family doctor's surgery. Case discussions were restricted to professional workers who were actively concerned.
At each case discussion the death was discussed in terms of possible preventability, and classified pragmatically. The presence or absence of adverse family and background social factors were assessed under 13 headings. Only serious factors were recorded; minor failures in parenting were not considered as adverse factors. For example, unemployment was not considered to be an adverse factor unless compounded by serious debt. The mother's home background was only considered important if the mother had been taken into care or had been abused as a child. Uncomplicated divorce of the maternal grandparents would not be considered an adverse factor. ' The infants in category C who died did not have a single serious illness that could have been diagnosed, and for which active medical treatment could have been given, yet the total amount of illness among these children was often considerable. Many of these babies had evidence of minor non-lethal defects in organs such as the lungs or brain that lowered the threshold for the onset of severe illness. These deaths therefore usually came under the heading of 'multifactoral'. The conditions under which death occurred were often complex.
PROFILE OF FAMILIES WITH DEATHS CLASSIFIED AS GROUP D (NO TERMINAL DISEASE)
For all the social variables studied, the families of babies classified as group D did not differ from the general population.
Over half had some form of domestic or financial problem, but this was often concealed.
More than a third had some health problem, but such problems in this group were much more likely to be related to stress (such as depression) than the more florid disease that was often present in up to half of the parents in group B deaths. There was preterminal 'crisis' in almost half of these families.
The parents in this group showed the normal range of social competence, were often literate and verbal, and constituted the majority of the parents taking part in 'cot death' parent groups; members of this group were also the most likely to make use of the Foundation for the Study of Infant Deaths, and to take part in fund raising activities. The popular magazine concept of 'cot death' applied much more to this group than to the other groups.
PROFILES OF FAMILIES WITH DEATHS CLASSIFIED AS GROUP E (PROBABLE ACCIDENT) AND GROUP F (PROBABLE FILICIDE)
The numbers of these cases was relatively small so we had no significant statistical data on them. All the deaths in this series that were classified as probably accidental (group E) had occurred when there was acute social deprivation, crisis, or social incompetence-for example, a mother who went to sleep on a sofa with the baby while under the influence of alcohol, drugs, or extreme fatigue. These deaths were not usually registered as accidental deaths because the full story of the terminal events only becomes available during the confidential inquiry.
The families of babies classified as group F came from as wide a cross section of society as did group D families. Many of these deaths seemed at first to be of the group D or C type, and it was only later in the confidential inquiry that the evidence fell into place. A frequent finding in families in this group was that one or sometimes both parents had been under the care of a psychiatrist, but the diagnosis did not rest on this. Other important factors were degrees of stress and personality disorders. It must be emphasised that we were not dealing here with children who had sustained gross physical abuse at the time of death, as such children were not registered as cot deaths in our community. No child's death was classified as 'group F' without the complete agreement of all those taking part in the confidential case discussion.
Discussion
In 1858 John Simon wrote that 'those places where infants are most apt to die are necessarily the places where survivors are most apt to be sickly'.'4 More than 100 years later this statement is still at least partially true, because most of the families of babies dying unexpectedly during the course of potentially treatable disease (group B) have a higher than average incidence of morbidity, poor housing, and domestic and financial problems. Our classification of unexpected infant deaths is therefore relevant to the implementation of preventative measures in the community and has implications for health care planning both within a health district and for individual families.
One of the main problems in this kind of study is that the decision to place a death in a particular group must be at least partially subjective. This York, 1986) .
In this nine year study of 115 registered unexpected infant deaths, the overall rate for unexpected infant death was roughly 2/1000, which is slightly below the mean rate for England and Wales over the same period. It is therefore likely that this group of deaths represents those that elsewhere in this country are diagnosed as sudden infant death syndrome (SIDS), and it is unlikely that we are including deaths that others would ascribe to specific diseases. Excluding those that had clear possibilities for prevention (treatable terminal disease, probable accident, and probable filicide), and those associated with poor prognoses, we are left with a rate of 0 9/1000; excluding those with minor disease the rate is of 0 34/1000 for completely unexplained deaths, which is comparable with Scandinavian rates.
The main possibility for reducing the number of unexpected infant deaths in the near future must lie in detailed local studies so that factors of causative importance in different communities can be identified and care targeted at groups of families whose babies are at risk of possibly preventable unexpected death. We present the groupings we have developed as a step in this direction.
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